INTRODUCTION
Accountable Care Organizations (ACOs) are integrated provider groups aiming to improve health care value for a population. Hospitalizations account for~32% of US health care expenditures, and ED visits account for up to 6%; therefore, one strategy to improve value is to manage the acute care needs of the population in lower cost settings. 1 To date, most cost-reduction efforts have focused on improving chronic disease management, for example, through medication management and decreasing readmissions. 2 We aim to describe how ACOs are prioritizing costreduction strategies related to acute unscheduled care using responses from a national survey of ACOs.
METHODS
We surveyed all known ACOs in the USA from January 2017 to April 2017; these included participants in Medicare, commercial, and Medicaid insurance programs. We asked ACO leaders to prioritize six strategies to address acute unscheduled care (including ED and urgent care) including 4 types of care redesign, and 2 types of measures or incentives, which are listed in Figures 1 and 2 . Prioritization used a 5-point Likert scale from Bvery high priority^ (5) to Bvery low priority^ (1) . We developed the survey in collaboration with emergency physicians and health service researchers with experience in survey methodology.
We collapsed responses into three categories: high, medium, and low priority. We analyzed proportions and chi-square p-values of stratified analyses by ACO variables, including ownership, region, number of covered lives, and any payer risk-sharing.
RESULTS
The national ACO survey achieved a response rate of 27.4% (240/875); respondents were more likely than non-respondents to be Medicare ACOs, but otherwise similar with respect to region, size, and organizational structure. The strategies to generate value most frequently ranked highly by ACOs were primary care redesign (59.2%, or 142/240), and creating alternative sites to the ED for acute unscheduled care (e.g., urgent care) (52.1%, or 125/240) (Fig. 1) . The two lowest ranked priorities were expanding alternatives to inpatient hospitalization for ED patients (e.g., observation units) (40.4%, or 97/240) and the development of measures or incentives for ED providers to reduce inpatient hospitalizations (34.2%, or 82/240). ACOs engaged in any risk sharing were more likely to place high priority on primary care redesign (P = 0.041), creating alternative acute care sites (P = 0.007), and expanding alternatives to inpatient hospitalization (P = 0.017) than those ACOs not taking risk. ACOs that ranked creating alternatives to the ED highly were more likely to have a larger number of covered lives (P = 0.006) (Fig. 2) . ACOs that ranked expanding alternatives to inpatient hospitalization for ED patients highly were more likely to be in the Northeast (P = 0.006).
DISCUSSION
ACOs prioritize strategies to reduce ED visits above reducing potentially avoidable inpatient admissions from the ED, despite significantly larger health care expenditures associated with inpatient hospitalizations. ACOs placed the highest priority on primary care redesign and alternatives to the ED to reduce costs associated with acute unscheduled care. While interventions to reduce ED use through primary care redesign such as increased after-hours access and patient-centered medical homes have shown limited success, it remains unclear whether the substantial investments required to enhance primary care infrastructure as a means of reducing acute care utilization are cost-effective. 3, 4 Furthermore, recent reviews have highlighted the dearth of high-quality evidence on the effectiveness of ED visit reduction programs. 5 ACOs choice to prioritize financial incentives for primary care physicians (PCPs) to reduce ED visits over incentives for ED clinicians to reduce hospitalizations warrants review. Hospitalizations are more costly than ED visits, representing one third of ACO's spending, and studies suggest high-performing Medicare ACOs achieved greater reductions in hospital inpatient expenditures relative to other services. 6 Furthermore, ED providers have more control over decisions to admit patients to the hospital than PCPs have over a patient's decision to seek care in the ED. Significant opportunities exist to expand on the role of emergency care in value-based health care by promoting outpatient pathways after ED evaluation, including expedited outpatient follow-up and transitional care, observation care, home-based care, and hospitalization at home.
Limitations of this study include the survey response rate, although the number of respondents is comparable or high relative to prior surveys of ACOs and is nationally representative, as well as the self-reported nature of responses, which may not be associated with actual strategies implemented within ACOs. Fig. 2 Comparison of acute care priorities for ACOs with and without risk-bearing contracts. *P < 0.05.
